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A case report is presented ofintra-mural gallbladder carcinoma discovered incidentally after laparoscopic
cholecystectomy who subsequently developed abdominal wall recurrence at the epigastric exit port, and
axillary lymph node metastases. Possible preventative steps for tumour dissemination and a management
plan if incidental carcinoma is diagnosed is discussed. The use of a non-porous retrieval bag, early
recognition of the carcinoma and excision of the exit wound are advocated.
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INTRODUCTION
Cholecystectomy by the laparoscopic method has be-
come extremely popular over a short period oftime. It is
now the technique of choice for elective gallbladder
removal. Complications such as bile duct injury are well
recognised and appear to occur more frequently than
after open cholecystectomy. However, comparatively
little attention has been devoted to changes in the
diagnosis and management of occult carcinoma of the
gallbladder. There is a theoretical, increased risk ofcarci-
nomatous dissemination at laparoscopic surgery due to
aspiration, traumatic tears in the gallbladderand forcible
extraction through a narrow abdominal wall wound.
CASE HISTORY
A 61 year old woman with a 4 year history of right
hypochondrial pain and proven gallstones on ultra-
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sound scan underwent an uneventful elective
laparoscopic cholecystectomy. The gallbladder was
aspirated with a laparoscopic aspiration needle, and
was removed in a tightlywoven nylon bag under direct
vision through the epigastric port.
Pathological examination ofthe gallbladder showed
a moderately differentiated adenocarcinoma of the
fundus, which penetrated 50% of the thickness of the
wall, but not beyond the muscle layer or into the peri-
muscular connective tissue or serosa. There was no
evidence of vascular or lymphatic invasion.
She was examined as an out-patient six weeks post-
operatively and was fit and well with no complaints
and no wound problems. The histological diagnosis
was discussed with her and no further treatment was
advised as this was a pT1 tumour. Six weeks later she
presented with a tender mass at the site of the
epigastric port and a firm lymph node in the right
axilla. The patient underwent local excision of the
epigastric scar mass with a differential diagnosis of a
suture granuloma. A mammogram and fine needle
aspiration cytology of the node in the axilla were
also performed. Histology showed the excised wound
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contained cutaneous and sub-cutaneous metastatic
adenocarcinoma of the gallbladder. Cytology of the
lymph node also demonstrated malignant cells in keep-
ing with adenocarcinoma. The mammograms were
normal. The diagnosis therefore was of local recur-
rence in the epigastric port scar from carcinoma ofthe
gallbladder due to tumour seeding with metastases to
the low axillary lymph node draining the upper ante-
rior abdominal wall. ACT scan ofthe abdomen (Fig 1)
showed extensive tumour in the abdominal wall but no
evidence oftumour in the liver or porta hepatis region.
The patient died, 12 months after the potentially
curable lesion was discovered.
is identified post operatively following laparoscopic
cholecystectomy. There is at present no formal proto-
col for its management so how should such cases
be managed? A large series of incidental gallbladder
adenocarcinomas from open cholecystectomy has
resulted in a management protocol whereby the T N
M staging classification suggests appropriate further
management (Table 1). pT1 tumours are cured
by open cholecystectomy alone, pT2 tumours have
a decreased mortality at 7 years after a radical
second operation and pT3 and pT4 tumours have
a prolonged disease free survival following a radical
second operation.
Figure 1. CT Scan demonstrating extensive abdominal wall metastasis with no intra-peritoneal involvement.
DISCUSSION
Pre-operative diagnosis of carcinoma of the gallblad-
der is difficult. The incidence of incidental carcinoma
of the gallbladder discovered histologically after cho-
lecystectomy is 1-2%.
Though the number of incidental gallbladder carci-
nomas found after laparoscopic cholecystectomy will
increase in proportion to its increased popularity, it is
unlikely to reverse the trend toward laparoscopic re-
moval due to the relative rarity ofthe diagnosis. There
is a potential dilemma when a gallbladder carcinoma
Our case illustrates that pT1 tumours of the gall-
bladder may not be cured by laparoscopic
cholecystectomy alone, and a potentially curable pT1
tumour can become a pT4 tumour due to seeding in
the abdominal wall and subsequent development of
regional and systemic metastases.
There have been three reports of adenocarcinoma
of the gallbladder discovered following laparoscopic
cholecystectomy, one of which had peritoneal
seedings and the others which had local recurrence at
the port of delivery of the gallbladder 3,4. The first of
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Table 1. Tumour "T" classification of gallbladder neoplasms with suggested man-
agement protocol for incidental gallbladder carcinomas discovered after laparo-
scopic cholecystectomy.
Stage of T Classification Suggested management
Tumour after Laparoscopic
Cholecystectomy
pT1 Tumour invades mucosa Wide local excision of
or muscle layer abdominal wall around exit
port
pT2 Tumour invades peri- Wide local excision of exit
muscular connective port site plus radical
tissue beyond serosa second operation with
or into liver excision of gallbladder bed
and lymphadenectomy
pT3 Tumour invades beyond Wide local excision
serosa into adjacent exit port site plus
organ or < 2cm into radical second operation
liver
pT4 Tumour extends > 2cm Wide local excision of
into liver or into 2 exit port site plus
or more adjacent radical second operation
organs
the latter two by wide local excision, chemotherapy
and radiotherapy.
We feel that certain measures could reduce the risk
of operative dissemination:-
1) Use of a non-porous bag to retrieve the gall-
bladder. (In our case a retrieval bag was used, but
it was porous, allowing bile to escape).
2) Avoid aspiration of the gallbladder, where possi-
ble, prior to delivery. It would be preferable
to extend the incision which would avoid undue
shearing forces and tears of the gallbladder.
3) Open the gallbladder to inspect the mucosa macro-
scopically at the time of removal.
4) Obtain a frozen section histological examination
of any suspicious lesion and if it demonstrates
adenocarcinoma then excise the full thickness of
the abdominal wall port of removal, with a cm.
margin.
5) Await definitive histology before making any
decision regarding further management or radical
surgery (refer to table 1).
CONCLUSION
As laparoscopic cholecystectomy is now firmly estab-
lished the surgeon must be aware and try to avoid
dissemination of an ocult, potentially curable gall-
bladder carcinoma.
Future reports of incidental gallbladder carcinoma
treated using criteria, such as those suggested above,
will confirm or refute their efficacy.
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